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. Division of Survey and Certificatin
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P

CENTERS for MEDKARE 8§ MEDRCALD SERYICES , ,ﬁ‘
i

Refer to; N6 '
Provider Number: 23-0105

JTanuary 13, 2004
(via Certified Mail)

Thomas Mroczkowksi
Chief Executive Officer
Notthern Michigan Hospital
416 Connable Avenue
Petoskey, MI 49770

Dear Mr, Mroczkowski:

The Centers for Medicare and Medicaid Services has received the report of the December 11, 2003
y the Michigan Department of Community Health, Bureau of

substantial allegation survey conducted b

Health Systems. Based on our review of the survey findings, we have determined that Northern
Michigan Hospital is not in compliance with the following Medicare Condition of Participation for
Hospitals;

Infection Contro] 42 CFR 482.42

deficiencies cited are significant and limit your hospital's capacity to

We have determined that the
ure the health and safety of your patients. Enclosed is a complete listing

render adeguate ¢are and to ens
of all deficiencies cited.

In accordance with Section 1865 of the Social Security Act and implementing regulations at 42 CFR
488.5, a hospital accredited by the Joint Commission on Accreditation of Healthcare Organizations
(JCAHO) is deemed to meet Medicare Conditions of Participation with the exception of utilizetion
Teview. Section 1864(c) of the Act requires the Secretary of Health and Human Services to survey an

accredited hospital participating in Medicare if there are allegations which suggest the existence of -
significant deficiencies which would adversely affect the health and safety of patients,

If. in the course of such a survey, the hospital is found to not meet one or more Conditions of
Participation and significant deficiencies exist, Section 1865(b) of the Act provides that a hospital is
no longer deemed to meet the Medicare Conditions of Participation.  With notification to the
accrediting body, the hospital is then placed under the survey jurisdiction of the State survey agency
until the hospital is found in compliance with all Medicare Conditions of Participation,

that your hospital does mot comply with the above Condition

Therefore, based on the determinstion
your hospital is no longer deemed to mect the Medicare

and that a significant deficiency exists,

233 North Michigan Avenne Richard Bolling Federal Building
Suite 600 ' 601 East 12" Street, Room 235
Kansas City, Missouri 64]06-2808

Chicago, Illivois 60601-5519
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- Thomas Mroszkowski

-Conditions of Participation and is now under the survey jurisdiction of the Michigan Department of
Commumity Health, Bureau of Health Systems.

We have authorized the Michigan Deparbment of Community Health, Burean of Health Systems to
conduct a survey of your facility to assess compliance with the remaining Medicare Conditions of
Participation.. After the survey is conducted, we will determine if any additional Conditions arc not
met. Your hospital is subject to termination from the Medicare program for noncompliance with the
Medicare Conditions of Participation, We will notify you of our determination.

Under Federal regulation 42 CFR 498.3(d)(9), removal of deemed status is an administrative action,
not an injtial determination by the Secretary and, therefore, formal reconsideration and hearing
procedures do not apply.

We have advised the JCAHO of our determination. If you have any questions regarding this matter,
please contact me in our Chicago Office at (312) 886-5344 or Chaya Kaplan-Schoenberg, a member of

my staff, at (312) 886-5212.
Sincerely,

/sl
Robert P, Daly, Manager
Non-Long Term Care Branch

Enclasure

Joint Comumission on Accreditation of Healthcare Organizations

cc:
Michigdn Department of Community Health, Bureau of Health Systems (MI1000024209)

TAOTAL P.13
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FORM APPROVED
- —e - OMB NO, 0938-0391

_ CENIFRS FOR MEDICARE & MEDICAID SERVICES- -

(X1} PROVIDERSUPPLIER/CLIA

STATEMENT OF DERICIENCIES
IDENTIFICATION NUMBER:

AND PLAR OF CORRECTION
230105

() MYLTIPLE CONSTRUCTION

A BULLDING c
B WNG .

X3) DATE SURVEY
COMPLETED

12/11/2003

NANE OF FROVIDER OR SUPPLIER
NORTHERN MICHIGAN HOSPITAL

STREET ADDRESS, CITY. 5TATE, ZIP CODR

4A[6 CONNABLE AVE
PETOSKEY, MI 49770
FROVIDER'S PLAN DK CORRELTION sy

SUMMARY STATEMENT OF DERCENAES
{EACH DEFICIENCY hUST B PRECPEDED BY FULL

REGULATORY OR LS [ITENTIFYING INFORMATION)

.4

PREFD{

TAG

(EACH CORRELTIVE ACTION SHOULD BE COMPLETR
CRDAS REFRRENCED TO THE AMMROPRIATE batz
DEFICIENCY)

|

A 000 | INITIAL COMMENTS

Surveyer; 15196

State Facility Numaber: 240030
! Intales Numbar: MIGODQ2429
' Investigation Number: KFQU1 1
i

| This survey was for the purposs of 3 Complaint
Invesugadon,

The Department surveyors indicatad below have
evaluared this facility and have fourd the stared
daficiencics 10 be thoss Licsnsure and/or Federal

dares indicared.
The followimp sutveyors conductad this survey:
Valerie Belcher, RN, MSA #1519

Shirley Tuggle, RN, MSN #3295)
Jacqueline Lewis, RN #02538

1 For the Depatment’s use only - Statement of
| Defciencics,

1

Date:

ADDRATORY DIRECTOK'S OR PROVIDER/SUPPLIER

—[Aooo

Certification requirements oot in complimace gg the

For the Deparuent's usc only ~ Plans of Correction.
I have reviewed the Sicility's Plams of Correction apd

i . _
TITLE (X6) DATE

NTATIVES SIGNATURE

gy doficjancy ratement ending With an astadsk () denotas a deficiency which tha inenisten
homer, the flndings shove arc diselnzable 50 days

rrectan is provided  Fornuming homa, the abovg Tindings and plans of correction are disslesgbin 14 days Ryl
silily. I deSciencics ar cilad, uh upproved plan of ecrrecRon (s reuisits & eonfinbed program panicipanon.

rdde sutficient procrian to the patiene, Except farnursing

mury be excutedd from copnecting providing il is dezermined that amear safeguarde

follawing th date af survey whether or nov 2 plan of
wing the dale theve docurooots are made vaifblc ta te

(= Bvemt IV KFQUI)

IRM CMS-2567(02-95)

Paciliry iD=

2ap038 If cogilmsdun shoer | af 10
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. DEPARTMENT OF HEALTH AND f{UMAN SERVICES . . . FORM APPROVED

CENTERS FOR MEDICARY SERVICES — OMB NO. 093§-0391
STATEMENT OF DERCIENCIPS 1) PROV, ) MULTIPLE CONSTRUCHON (X3) DATE BUURVEY
ANU FLAN OF CORREC N = ,'umﬁnangnm 2 MU ' COMPLETED

A BUILDING c

= 12/11/2003

, 30105
NAME OF PROVIDER O SUPPLIER STREET ADDRESS, CiTY, 5YATE, zrg canE
216 CONNABLE AVE

NORTHERN BIICHIGAN HOSPITAL PETOSKEY, M1 49770
SLUNMARY STATEMENT COF DEFICTERCIRS 1v] PFROVIDER'S FLAN OF CORRECTION s
%%; (EACH DEFICTENCY MUST BE PRECEEDED BY FULL PREFIC (EACH CORRECTIVE ACTION SHQUID BE ‘z COMTLETE
REGUTATORY OR. LSC IDENTIFYING INFORMATION) TAG clossmms:g ;:g g:l..’s APPROPRIATE DAYE !
B

TAG
) .
A.000 . /
|‘

N S

—.

A 000 | Continued From page |
have made the fbllowing dereminstion:

—

- Accopible ad written

— Acceplable, subject 16 noted modifications

___ Notacceptnhle

; Daxryl Horten Date
Dirsotor

A 053 | 482 23(b)(3) .ELEMENT of STANDARD A 083
STAFFING AND DELIVERY OF CARE

A registered nurse muat supervise snd evaluays the
nursing care far each patiear
Thix ELEMENT js nol met as evidenced by:
Surveyor: 15196
Based on intervisw and record review, the facility
Hiled w evaluate the nursing carc for 2 (#2 and #3) of
2 parients with pressure soras in the Rebab Unit.

i Findingy include; T

Rezord review revealed thar patient #2 was adsined
on 11/28/03 with paraplegin, An initial pressure sore
asscssmen WAk dons npon admission slang with
victires of affoctsd arca taken It was noted that ns
further evaluation of the prescnre core amg
documented, Patient # 3 was adtined 11/21/0% with a
Ieg arspuation and had only zn initizl usx=trsiess and
o further evaluation of presoures armas documersed ay
of 12/9/03, Dnrexview on 12/9/03 with the Conrract
Nurse and Program Director with the madical r=cords,
revealed no farther staging, or sizing, or depth
evaliation of the pressuce sore arens as of survey date

T BvarID:  RAQUIL Fucliy D, za8m0 If eotunugon shewt 2 of 10

ORM CMS-2567(02-59)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVEL:
CENYERS FOR MEDICARE & MEDICAID SERVICES : OME NO. 0938-039 ;
.| sTATERET oF PERCIENCIES VIDENAUPFLIERALIA TIPLE CONSTRUTTION (X3) BATE SURVEY |
AND PLAN OF QORRECTION R R ELIER/CLIA (2 MULTIPLE COMPLETFD |
A BUTLDING c }
B. WING '
230105 Y 12/11/2003
KAME OF PROVIDER GR SUBPLIER STREET ADDEESE, CiTY. STATE, 2T CODE
416 CONNABLE AVE ’
NORTHERN MICHIGAN HOSPITAL PETOSKEY, MY 49770 -
3 Y STATEMENTOFPERCIENCIES m PREOVIDER'S PLAN OF CORRECTION rxs) ,
;ﬂm’ = (MH%N:? MUSY BE FRECEMDED BY FULL PREFX (BACH CORRECTIVE ar-11ON SHOULD BE COMTLETE |
TAG REGULATORY OK LSC IDERTIEYING INFRORMATION) TAG censs.nmsuc%m;u THE APFROPRIATE DATE
DEFCIENCY)
A 083 '

A (83 , Cantinued From page 2
| 12/9/03. The policy mnd prncedure on preasure ulcers
i docurmenred ﬂmam:sesmmmmbednmmy
5 days 20d documented og the DecubUlear’Wound
Assessment Flowaheet, This was not done on either

pavent. [15156])

!
I
{

A 084 | 482.23(b)(¢) ELEMENT of STANDARD A 0%4 g
STAFFING AND DELIVERY OF CARE _ !

The hospital puust ensure thay ths rcsing smff
develops, and keeps curent, a pursing care plan for
each patient.

This ELEMENT is not met g5 evidenced by:

H

|

Surveyor: 15196 , [
A% | . |
,f

|

!

Baded on reenyd yevicws on 12/9/03, during the initial
tour, 2 (#9, ¥20) of 20 patisam did not have care plams,

’l Findings inclnde:

Patient #9 admitt=d 12/2/03 and kad sxpery, did not i
huv:a:uuphncmnpjeusd.hﬁ.mﬂoadmima |
10712003, discharged 10/14/03, and &id not have & care |
Plax developed duriog his hespitl atay, [02951) !
!

i

i

A 087 482.23(c) PREPARATION & ADMINISTRATION | 4 687

i’ OF DRUGS

.I Drugs and bislogicals nist be prepared and

' administered in accordanca with Federal snd Seare

! Lrwr, the arders of the pracritioner oF practtionery

| respansible for the paNents care ag specified under
Sectian 482.12(c), and accepted standarde of practine.

e e

This STANDARD i3 s151 mer ng evidenced by:
[
[f eantimmbion thax 3of 10

U BvenyID:  xFqUn) Faility I 2438

IRM CMS$-256 7(02-59)
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CEN F
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FORM APPROVEL
- OMB NO: 0938-039 ;

IC %’@E&SERWCES
(X PROVIDERASUPPLIERACLIA

STATEMENT OF DERICIENCIES
AND FLaN OF CORRECTION IDENTIFICATION NUMAER:

(X3) DATE SURVEY
COMPLETED
C

12/11/z063

(X2) MULTIFLE CONSTRCTION

A BUTLDING
B, WING

|

23016

NAMZ OF PRO VIDER QR § UPPLIER
NORTHERN MICHIGAN HOSPITAL

STREET ADDRESR, CITY, 5TATE, 210 COLE
416 CONNABLE AVE
m

SUMMARY S TATEMENT OF DEYRORNCIES
(EACH DEFICIENCY MUST BE PRECEEDED $Y PULL
RECULATURY OR 13C IDENTIFYING INFORMATION)

(X9 D
FREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD .1:)

CROSSREFERENCED TO THE APPROPRIATE

PETDSICEY. M1 «v771
PRETIX (
DERCIENCY) i |

I PEOVIDERS PUAN OF CORNECTION ]
TAG

A DE7 | Contlnusd Fram papge 3

Surveymy: 15196
Basod o chaervation, Infrrview and rocard review,

mvulin was not adminixtersd according 1o physician
order or standard of care far | (#16) of I drug errar
[Epats reviewed involving isylin. Findinen inclode:

Patient # 16 had am order for Insalin 40 nais and wag
nﬂyﬂvmzowbpumeincidmtnm The Nurse
Manager was interviewed on 12/10/3 regarding the
process of sdministering iniin and reportng of the
medieation etror to the attending phyaician. The
Nurse Manzger stated thar the Nurse bad failed 1o

per facility policy, doges (x
high risk medication) with another Nitse is alsa a
stmdard of cace. Further, the Nurse and Manager bad
failed m notify the attending phyrician of the etrar that
day. [15136] .

482.23(c)(2) ELEMENT of STANDARD

A 089
FREPARATION & ADMINISTRATION OF

All orders for drags and biologicals rmict be i writng
and aigned by the Prectitioner or practitiopery
fespeasible for the care of the patient a3 specifind
undér Section 482, 12(c).

This i3 not met 23 evidegoed by:
Surveyor: 15196

A 85

I
Papeat #4 bad verba] ordery fior Dopamine 3 BCE per
mimute on 12/3/03 and verhal ordeys an 12/6/03

A 087

——————— e .

A D8?

|

R.MCMS.ZSE?(UZ.QQ) 13m0 EvawlD: kpguy)

FreiTity IDx

Aaoe3g I eonbitiabion shatt 4 or 10



- DEPARTMENT OF HEALTH AND HUMAN SERVICES

F.ub/1s

. P.BB/11
FORM APPROVE]
OMH NO: 0938-035 1

CENTERS FOR JCARF & ICATD SERVICES

STATEMENT OF DEFICTENCIES 1) PROVIDERSUPPLIERCLIA
AND PLAN OF CORRECTION « IOENTIFICATION NUMBER:

A, BULDING
B WING

(X3 MULTIPLR CONSTRUCTION

(X3) BATE SURVEY
COMPLETED

C

12/11/2003

230108

NORTHERN MICHIGAN HOSPITAL

STREET ADDRELS, CITY. STATE. P CODE
476 CONNAHLE AVE
PETOSKYY, MI 48770

/ NANE OF PROVIDER OX SUPPLIER . I

EUMMARY STATEMENT QOF DEFICIENCIES .~}
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BV PULL FREFIX

TAG

X431
REGULATORY OR [a¢ G INFORMATION)

VXOVIDER FLAN (IF CORRECTION
CORRECTIVE ACTION BHOUTLD BE

(WH CMMT TR !
CROSS-REFERENCED 1O THE ARPROFRIATE
DEFILTENEY)

DATE

A D25 | Continved Fram pagesd :
Refluden 8 mg (VP now, which had not be
authanticated as of 12/9/03. Patient 69 kad ap order
on 12/5 1o start an insulis drip now, which had ot

| been authenticated. Patient #6 had x vexhal erder for
Valium S mp IVP, which had ant bern authenticared.
Imerview with the staff Nuram and Nurse Manager on

verbal orders mygt be zuthentizated by the preseribing
! pacuigoner by tho nexy day. [15196]

!Rm':w of the medical yeeard far patant #7 rovealed
| thet medication orders of 12/5/03 aad 12/06/03 had

{ 1ot beren authenticated as of 12/9/03. Interview with
the Nurae Magager of 2 North an 12/9/03 revealed that
verbal erders should have heem, signed by the physiciag
a1 the nex( vigit [029571]

482.25(b)(3) ELEMENT of STANDARD Al23

DELIVERY OF SERVICES

Outdated, mislabeled, or otherwise unusahle drugs
and biologicals mmst net, be available for parieme uge,
Thig i mot met 05 evidegzad -]
Surveynr: 15196 .

Based on abeervation ad inteyview, r wgy dsermined
thatﬂmﬁdlhyﬁﬂcdwmumtbuauwor
misiabeled drugs were not available for patinnt use.
Findings jpcjuda+

During four of the Jntenajve Care Unit and 2 North an
12/9/03, it was nored thar auling were stwred
warefrigeraied in parjenys’ medicatinn drawers. Tha
insuling were multidoge vialg that werrprned and did
niot have an updared expiration daze (30 days of Jess
whea openy and vurefrigerated), Inerview with the
Nurse Managers revealed hat multidoge vialg of

Al23

SN

B

|

|

RM CM5-2557(02-59) Hanm Eveni I XrQuni Aoy Jaxin

1P ainunustion ehort 3 of [
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVET
FOR IC & MEDICAID SERVICES OMB NO. 0538-035]
(X3) DATE QURVEY

STATEMENT OF DERCIENCIES
R A
& wng ¢
A 12/11/2003

—— e et v a ey

238105

NAME OF FROVIDER QR SUPPIIER
416 CONNABLE AVE R |
ORTHERN MJICHT o |
N MICHICAN BOSPITAL PETOSKEY, M1 49770 |
SUMMARY ETATEMENT OF DEPICIENCIES m FROWVIBER'S PLAN OF CDOREXCTION f
] FREFIX (EACH CORRECTIVE ACTION SHOULD BE /71‘0@8-5 !
) !

l STREET ADDRESS. CITY, ETATE, 71 CODE

xam !
PREFTX : (EACHDEFICIENCY MUST BX PEECEEDSD B Pz
TAG l REGULATURY OR LSC IDENTIFYING INFORMATION) TAG cuoss-lsngggn TQ THE xPPROPRIATE

A 123 | Continued From page § A 123

nsulin are not dated with ag updated expirytion date.
The facility continues to use the mmufacmurery ,
expiration date that agplies to mmapened and i
; refrigerated medications. [15156, 02957) !

A 243 | 432.42 INFECTION CONTROL . A 243
|

f
| Suwveyor: 15196 !
! The facility fafled to provids an active jafetion f
,mnmlmtawmmmmm&m ; ]
of infections and communicable disesges, Findings !
include:; l
1) Failure 14 identify the responaible suff wha Were to , i
mitAte isolatdon therapy. See A244, : i

i 2) Puilure vo moniroe canract suff TB health swfys, ’
See A245. .'
3) Failure to provide moRiring/surveillanoe and |
timely intervenriong fir problem areps, See A4y, !

i |

: |

A 244, 482.42(a) ORGANIZATION AND POLYCTES A3 | /

cammuaicahle dissases, L .
This STANDARD i 20t met a3 evidenced hy: j

Surveyor: 15196
L7} Q{S-ESG?(@-&?‘J}

If continuation aheer € o5 §n

L2t EvmD:  kpqulj Pecdlly > 24000
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DEFANIMEN] Ur HEAL )1 ANL HUMAN dEKVICES FORM APPROVE!
. [®) MEDICAID SERVICES . . . OMB NO. p938-039]
- [ STATEMENT Qf DEFICIENC 128 PROVIDEWS) IPPLIER/C TTME {(X3) DATE SIRVEY
AND PLAN OF CORRECTION Ommsn-rmmm% ) han CONSTRUCTION COMPLEYLD
A BULBDING - . c
WING
230105 B, 12/11/200%
NAME OF PROYIDER OR SUPFFLIGR STREET ADDRESE, CITY, STATE, 2P CODE
416 CONNABLE AVE
NO CAN ,
ETHERN MICHIGA HOSPITAL PETOSKEY, MI ¢5770 |’
{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF cORRYCTION sy I
PREFTY (EACH DEFICIENCY MyST BE FRECEEDED BY RULL FREFX [EACH CONRECTIVE ACTION EHQULD BE. OCXPLETE
TAG REGULATOKY OR LSC IDENTZYING INFORMATION) TAG CROSS-REFERENCED TO ;ﬂ:’e APPROPWIATE DaYE
DIFICIENE ) i
—

A 244 | Continuad Frog Pugrc 6 A 244

A 244

Based an interview aad resard review thers was oo

indication of whe could injnate iselmion precyytions |
Eer droplst and contact iselnnon precautions. Findings '
includa: : ' |

Patient #1S was edmited 12/8/03 with poCumonia, |
Batsed oa intrrview eanducred the 12/8/03 with the
mzandthefamﬂy.tbupnﬁmtmpluzdin |
13olatien am the moming of 12/8/03 for posive

influsnzy A Amau“ushiugwuobhhadﬁrnsv

cantrol prectitioner thar the pationy wag beingy
/
|

:
£
:
]
i
y
3
B

Sm}?hylncnncu.i aureus) and VRE (Vaacomyzin
Rw_mant Enta-?v:_cccﬂ a3 well a3 TH (Tuberculesis)

Initiate [solstion uith orher comrmusicabls diseasey
Ieguiring feolation. [02538) .

——— ——

Ifeontimazon shacy 7 of 10
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‘| STATEMGENT OF nERCIENGTS

— s A

* DEPARTMENT OF HEALTH AND HUMAN SEXVICES

Howss L
F-89r11
FORM APPROVED

OMB NO. 0938.035;

CENTERS FOR MEDICARE & MEDICAID SERVICEY

(X1) PROVIDRREUPPLIERCL LA
TDENTIFICATION NUMEER;

AND PLAN OF CORRECTION

(X3) DATE SURVEY
COMPLEYED
C
12/11/2003

031 MULTIPLE DONSTRUCTION

A BULLDING
B. WING

20105

NAME OF 'RGVIDER OR SUPPLIER
NORTHERN MICHIGAN HOSPITAL,

STREET ADDRESS, CITY. STATE. ZIP coDE
416 CONNALLX AVE
PETOSKEY, MI 49770 -

SULMARY STATEMENT OF DEFICIENCIES
(EALT DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATURY OR LSC IDENMFYING INFORMATION)

X0
FPREFDC
TAG

re

PREFTX

I FROVIIERS PLAN OF COREECTION f’
Tali

(EACH CORRECTIVE ACTION SHOULD g
CROSE-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

" 1

|
A 245 ! Continusd Fram pigm 7

A 245 | 482.42(a)(1) ELEMENT of STANDARD
ORGANIZATION AND POLICIES

The infecticm canto] offitcr or officess must develop
. { !ynm. fh’ idm U £ ltpm' ims;‘ﬁgl m'd
conmeliing infertions and commmicable diseas=s of
paticnts gd persomed,

| This ELEMENT js niot mer ac evidenced by:

' Surveyar: 15196
A Z45

Based on interview and review of erxiployee fleq the
Infection Copgmo) Practitioner Rjled ta

policies and procedures 1o prevent the spread of
carumunicable digewses for CONMRCT persanns),

Findings imrfuda:

Review of 4 of 8 persavmel files for contract smff
related to TB reves)ed no on of currept
{ TB screening resulis as required by the faciliry
employee palicy. Employes A's last Chest X-ray
(CXR), due 1o previous Positive
Employes B's Inst PPD was 05/02,
CXR wag 6/01, and Employee Dis
10/31/02, As af 12/10/03 thaee
of cwryent TR Sereening quisarues,

Reucnirce (UR) saffon

Interview with Human
12/10/03, revealnd thar

Practitjoner (ICP) en 12/10/03, determinad thay the
ICP wws pol respensible for maniroring coptract gigff
for TB or TR screening. [02951] .

FPD, was dated 7/01.

waz 5o deethentating

oaly maistained sersening

A 245
A245

i
( §

: i
t H

H eontismadon tax & of Jo

e Pvewm; &rQlng

RM CMS-2567(02-09)

Ralliy D1 2uape



L A Y

P.16/13

N T A | U LEISLHT IDN
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVEL
CENTERS FOR MEDICARE & ICAID SERVICES : OMB NO. 0938-0391

STATEMENT OF DEFIENCES (X1) PROYIERSUPPLIERATIA Q) MULTIPLE CONSTRUCTION : (KY) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPIETED
A, BUTLDIING c
230105 B VNG : 12/11/2003
NAME OF PROVIIYER DR SUFPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
416 CONNABLE AVE
NORTHERN MICHIGAN HOSPITAL . PETOSKEY, MI 45770
]
SUMMARY STATIOMENT OF DEFICIENCIEY m PROVIDER'S PLAN OF CORRECTION I x5
m [ (EACH DEFICIENCY MUST BE PRECEENED BY FULL PREFIX (EALH CORRECTIVE ACTION RRDULD BE CBLLETE
Tad RRQULATRRY OR L5 IDENTIFVING INFORMAYION) TAG CROSSREFERENCED TO THE APPROPRIATL TAYL
DEFICIENCY) ,'
A 249 | Continuad From page 8 A 249
A

4249 | 482.42(5)(2) ELEMENT of STANDARD
RESPON. OF CEO, MEDICAL STAFF, & D.N.S.

! The chief executive officer, the medical staff, and the
directar of oursing serviees must be tegpomsible for
the implementation of successfil comsetive sctlas
plans in affected problam arcas.

Thiy ELEMENT is nol mot as evidsneed by-
Surveyar: 15196
A249

Based on interview and review of iofection canmrn] |
dara, tha Infection Coanmnl Practitionsr (ICP) filed to

document actions/remedia] actigny and Tollow-up of . .
ideatified problews areax. Findings include; . ’

—. e

On 12/10/03 review of ICP vound sheets indicare
names of poteatially infections patieas. Mumy of the
| patitxts bad us disporitien or suteome from the ICP
| reviews. The ICP iodicmed that the workahests were
nof permigent and were desttoyed after review.
Therefare There was 20 way Io determive if the
Tacilivy's gystem for identitving sud memitoring wag

effacqve,

The TCP had no documenrrion of follaw-up of
recommendations made ot identified problem sreas.
Interview with the ICP, Surgery Nimse Mannger,
Quality Imptovement Directar and Risk Mazager on

! 12/10/03 und 12/11/03, revealed tha! the facility was
aware of a flagh sterilizgtan Pproblam iy 11/02. During
2003, the ICF monitored to ses if flash sterilization i
Stps with all required midrmation was recardad, )
Monitoring logs for the year revealed panr compliance ' ’
Le. 11 of 1S obkervations did not have required
documentation to signify that all procoge chocky for
Dash sterilizgtion were cowplstad. The ICP sared that
she notified the Surgery Manager 1n well ag the
Medicsl Directors of Epidemiology 2ad Surgery, buc
there was no documentatiog ta sepport Ly notification
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or intervention in early 2003. Poor compliance with
Dash starilization documentation coatinued for most of
2003, No momnitoring was dene in 8/03 ar 10/03. In
8/03, and again an 10/37/03, an tasus wag idartified
with tlash stevilization nor being completed. For both
instrwnents, forceps agd camers, documentation |
lmdadhaduqmlmgmotﬁmaﬁrm . 'I
; sterilization and subsequently patienrs wee placed at ‘ !
xisk for infection. i
[15196, 02538] ;
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